Ophthalmoscopy and conventional retinal photography are the two methods most often used to diagnose diabetic retinopathy. Both require pupillary dilatation, which may be a disadvantage in epidemiological studies and in busy clinic settings, when many patients need to be screened relatively quickly. The recently introduced non-mydriatic fundus camera'2 seems to be the ideal tool for these situations, but its evaluation is incomplete. The present study was undertaken to assess the value of the Canon CR3-45NM camera in screening for retinopathy in a busy diabetic clinic. We particularly wished to see whether the camera was suited for use in Indian 'Asian' patients who have dark irises, which may dilate less readily, and have pigmented fundi, which might be more difficult to evaluate. The photographs were coded and assessed in a 'blind' manner by EMK for the presence and severity of retinopathy and for photographic quality. This was undertaken twice, in random order, and at least two weeks apart. Assessment of retinopathy was also by comparison with the ETDRS standard slides. Oedema formation or retinal elevation could not be graded because stereo photographs were not available. Photographic quality was assessed on an arbitrary scale from 1 to 5, 1 being excellent, 2 good and easily assessable, 3 assessable with some difficulty, 4 only part of the field assessable, and 5 unassessable. The ophthalmoscopic assessments are detailed in Table 3 and summarised in Table 6 . In Indian patients retinopathy was present in 41 eyes and absent in 40 eyes; nine fundi (in seven patients) could not be adequately assessed because of cataract formation. In European patients retinopathy was present in 45 eyes, absent in 31 eyes, and four fundi (in three patients) could not be adequately assessed.
There was no significant difference in the presence of severity of retinopathy between the two ethnic *NVD/NVE=new vessels on the disc, and new vessels elsewhere.
tPC=photoagulation. (Table 6 ). There was no disagreement between the two assessment methods on clinically significant macular lesions, new vessels, or previous photocoagulation. The overall concurrence was 119 of 165, or 72%. There were 21 disagreements in European eyes, of which eight were reported to have retinopathy by the ophthalmologist alone. In four of these cases the lesions were outside the photographic field, and the other four had minimal lesions only. Of the nine European eyes reported to have retinopathy by the photographic reader alone three were considered to have mild and six minimal retinopathy. The 25 disagreements on Indian eyes included 15 adjudged to have minimal or mild retinopathy on photographic assessment alone. In one of the three Indian eyes reported to have retinopathy by ophthalmoscopy alone the lesions lay outside the photographic field.
DISCOMFORT OF PHOTOGRAPHS
Thirteen Indian and two European patients experienced some discomfort during the photographs, and four Indians thought it sufficient to decline yearly examination. Two of these photographs were partially or totally unassessible (grade 4 or 5), but in the other two their quality was good. Only one of the four had cataracts.
Discussion
The early recognition of diabetic retinopathy is vitally important because it is now a treatable condition. However, there is no consensus on which method of screening (whether ophthalmoscopy by physicians, ophthalmologists, or opticians, or by use of the non-mydriatic fundus camera) is most suitable for general use. This study highlights some advantages and disadvantages of the camera. It is broadly comparable to ophthalmoscopy through dilated fundi by an ophthalmologist in detecting retinopathy, in determining its severity, and in enabling patients to be selected for further investigation and consideration of laser treatment. It is almost certainly superior to ophthalmoscopy by physicians working in busy diabetic clinics,4 especially if performed through undilated pupils. However, consultant ophthalmologists would not undertake routine screening of all diabetic patients because of the time involved, though clinical assistants could perhaps be trained for this task.
Unfortunately there are also some significant drawbacks. Firstly, a proportion of photographs are technically unsatisfactory. In this study 6% were unassessable and an additional 12% only of limited use. These figures are broadly similar to those of previous studies. 2 The discrepancies between the ophthalmoscopic and photographic assessments are rather difficult to explain in view of a recent paper2 which reported a virtually complete concordance between the two methods. However, the disagreements in the current study were on mild or minimal retinopathy, and many were probably due to over-reading of the photographs when in doubt, to ensure earlier reexamination of the eyes. There were no disagreements in deciding which patients required referral for further invetigation and possible treatment.
In conclusion, this study suggests that Indian diabetic patients are equally prone to developing retinopathy as comparable European patients. The Canon CR3-45NM non-mydriatic fundus camera has been validated as a reliable way of screening for retinopathy, but it has several limitations which need to be borne in mind if it is used as the only method of assessment within the community. 
